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been extensively studied. Objective: To describe the characteristics and clinical outcomes associated with an abnormal LVCR.
Methods: Searched PubMed, Embase database under the guidance of a trained librarian for the keywords "left ventricle/ventricle/myocardium" and "contractile reserve/contraction/contractility" and "prognosis/outcome/mortality/survival". We selected 27 studies that satisfied the eligibility criteria and were summarised according to PRISMA protocol describing patients' characteristics.
Results: There were 2435 subjects (66.8% men) categorised in four subgroups according to the pathophysiological process: dilated cardiomyopathy, ischaemic cardiomyopathy, valvular disease and miscellaneous. Dobutamine stress echocardiogram was the most commonly performed modality (69%) followed by exercise stress echocardiogram(17%), dipyridamole stress echocardiogram (7%), invasive haemodynamic measurement (4%) and dobutamine stress MRI (3%). (Fig. 1 ) A diverse range of indices were utilised to measure LVCR including LV ejection fraction (40.7%), wall motion score index (33.3%), stroke volume (11.1%), global strain rate (7.4%), cardiac power output (3.7%), S' (3.7%), Fractional area (3.7%). (Fig. 1 ) Most studies (96.2%) demonstrated a significant correlation between the absence of LVCR and raised cardiovascular events,cardiac death and all-cause mortality. Background: Heart failure (HF) is a common cause of hospitalisation yet no national data exists on the early outcomes following a HF hospitalisation. We assessed 30-day all-cause readmission and mortality following a HF hospitalisation and how these outcomes varied among regions and hospitals.
Methods: We obtained population-wide hospitalisation data from all Australian State Health Departments (except the Northern territory) and the New Zealand (NZ) Ministry of Health from 2010-2015 linked with Death Registries to identify post-discharge death. We identified hospitalisations with a primary discharge diagnosis of HF (ICD10AM codes I11.0, I23.0, I13.2 and I50.x). The primary study outcome was allcause death or hospital readmission at 30 days post-discharge.
Results: We identified 219,532 HF hospitalisations where the patient was discharged alive (mean age 78.1 ± 11.9 years, 52.7% male) among 155,269 unique patients. Following discharge, 13,131 (6.0%) died and 55,018 (25.1%) were readmitted by 30-days post-discharge. Overall 67,033 (30.5%) HF hospitalisations resulted in readmission or death at 30-days. Both 30-day rates of mortality (3.7% in NZ to 7.5% in the Australian Capital Territory, p < 0.01) and readmission (21.9% in Queensland to 28.4% in Western Australia, p < 0.01) varied among regions. Overall, 432 hospitals had more than 25 HF hospitalisations (n = 201,893 hospitalisations) and the 30-day rates of death or readmission varied from 11.5% to 59.3% (Figure) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . A 26-year-old male presented with chest pain and an acute anterior STEMI. His past history was notable for Crohn's disease on adalimumab, as well as metallic mitral and aortic valves following Candida parapsilosis endocarditis on presumed rheumatic valves. Angiography revealed a saddle embolus appearance at the proximal LAD/first diagonal bifurcation, treated with two drug eluting stents. He subsequently became febrile with a suspicious echodensity seen on the mitral annulus; the embolus therefore was thought either due to culture negative recurrent prosthetic endocarditis or thrombus in the setting of a subtherapeutic INR(1.6). Empiric antibiotics were given as well as heparin anticoagulation.
His clinical course was turbulent, with refractory cardiogenic shock (ejection fraction 12%) dependent on multiple inotropes and intermittent dialysis. Concerns were raised regarding the severity of his Crohn's given intercurrent gastrointestinal bleeding; this along with suspected infection of a femoral pseudoaneurysm delayed initial transplant referral. After 4 weeks however he developed acutely worsening cardiogenic shock and was transferred to a transplant centre on VA-ECMO. Unfortunately despite urgent national listing, no body size and blood group matched donor could be found and he was delisted upon development of disseminated pulmonary aspergillosis in week 5 of VA-ECMO support. Soon after he suffered multiple embolic strokes and was palliated before passing away.
Mortality for patients in refractory cardiogenic shock remains high despite modern supportive care. Early discussion with a transplant centre regarding suitability and barriers to transplant is essential; notably intra-cardiac infection does not preclude heart transplant consideration. 
